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STANDARD CERTIFICATE OF DEATH

e D

STATE FILE NUMBER

FILED AUG 5 1957

7. MARI}IED NEVER MARRIED (]

wlfare
Hi.! Registration Distriet No. .............3...7............. Primory Registration District No. ..A.¥_.a._#_.£.... Registrar's No. ......3..‘-'*-«---
rvice
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. | instirution: Residanco bef, 4
o. COUNTY Boone a. STATE Missouri b. CDUNTYBOOne a?’ﬂ:n)
00 "{’ b, CITY (If outside corporate limits, give TOWNSHIP only) | Insida Limits c. CITY i imi
. i . ide . Insid imi
-56 OR R Yo - No O OR ) G(M? nside Limits
Towmv Centralia ¥ tom_ Centralia Yoy NeO
<. Eg%&l#:&%ol: (1f NOT inhospital, givelocation}|Length of stay in 1b 4. STREET {lf ourside, give location) Reside on Farm
INsTITUTIONLeWi S Nursing Hope 3 vyrs aooress 104 West Barnes: YesO Nols
3. NAME oF First Middle Loyt 4, DATE Moath Day Year
DECEASED . . oF
(Type or print) Ethel Lawvinah Rice: oeath  July 28 1957
5. sex 6. COLOR OR RACE G. AGE (/n pears | IF UNDER | YEAR

Fema le Caycasian

winowep [ psvorcep [ )

B. DATE OF BIRTH |

April 5,1881

{o h}rgdav)

IF UNDER 24 MRS,
Hours l Min.

ngnm I nm

1 10a,

USUAL OCCUPATION ((ipe kind ufwnrk done
during most of working life, eoen if retired)

10h. KIND OF HUSIHESS OR INDUSTRY

V1. BIRTHPLACE (City and state or country}

12, CITIZEN OF WHAT COUNTRY?

N

&Y

30-/

(Licensed Embalmer’s Statem

Q

-

t on Reverse Side)

w
L
n
@2
g
L1
T
2
i)
c
4
S w
-l : d
> 2 Housewife Bloomfield, Iowa USA
5 a5 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
& w»
-]
o & James; N.Hancock Ida Jane Eppley
o W 15. WAS DECEASED EVER IN U. S5, ARMED FORCES? 156, SOCIAL SECURITY NO.||7. INFORMANT Address
el (Feg. no. or unknswon) (1f yes, give war or dalrs of service) . .
2w 0 Mrs. Harold=E.Cox,Columbla,Mo.
E x 19. CAUSE OF DEATH [Enler only one cause per Bi (b) and (r:) } INTERVAL EEN
v o= PART I, DEATH WAS CAUSED BY: {_‘é ONSET EATH
’g o IMMEDIATE CAUSE (o)
> B < -
£ 2 -fﬁéxf / — 1-7 ',”
. = Conditions, if any, J -
¢ O which gare !u o DUE 7O (6) - " £
.5 3 oge cdliee dﬂ- B 5 ﬁ———’f - D
gz |, fating the under- | o o © L Z, 'ﬂ ALY Sl N AT
- o. PART il. OTHER SIGNIFICANT CONDITIONS cau'rmwrlm TO DEATH Bu‘: NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) 19 WAS AUTOPSY
=8 ° PERFORMED? ‘l
£ x g @0)( ves [ Nom, :
i i |20a. accipent . suncioe HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part 1or Part 1L of item 18] AN
g 2 4 [ %< TIME OF Hour Month, Day, Year -
] o]l  muRr  am.
o : E p-m, - - ht .
2 (z.‘) E [ 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (2. 0., in or about home, [20f CITY, TQWN, OR LOCATION COUNTY - STATE
E - w WHILE AT O NOT WHILE D farm, factory, street, office bidg., ete.) .
;2 5 WoRX AT WORK AR 4 v, /2
H T =
e — 2. I attended the deceased é; Azt saw her alive on
..;' E Death occurred art m on the dat )luud o; and to the best of my tnowhdd,{hom the causes stated.
g':_ . Za. $IGNATURE (Degree or tigle) -~ ]22n sbpress v . DAYE SIGN
5 =
35 , Z%QD ;7
5 = 233, BURIAL_CREMATION, ATE z.'k #AME OF CEMETERY OR CREMATORY 3. LOCATION (City, town. or county) (Sxaﬁy 4
- § RE [ Specify . . AR
§= 3 C Centralia Centralia, Mo,
24 L _DIRE DDRE 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
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. N \—‘\ ' STATEMENT BY LICENSED EMBALMER -

I hereby certify that the body whose name is recorded on the reverse side of this certificate was er

. by me, or by B S SR ; Student Embalmer No........

working under my personal supervision..

icensed Embalm No.:éétf
m g
P. 0 Addres “ -y

Student. ... .. Sig
i Signature of Student _E'nballuer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrttmg

If this body xs not, embalmed fact:should be so stated above, -- . et Tt e




